Surgical Management of Massive Labial Edema in a Gravid Preeclamptic Diabetic by Lindsey, Jennifer S. & DeVente, James E.
 
Surgical Management of Massive Labial Edema in a Gravid
Preeclamptic Diabetic
 
 
(Article begins on next page)
The Harvard community has made this article openly available.
Please share how this access benefits you. Your story matters.
Citation Lindsey, Jennifer S., and James E. DeVente. 2014. “Surgical
Management of Massive Labial Edema in a Gravid Preeclamptic
Diabetic.” Case Reports in Obstetrics and Gynecology 2014 (1):
935267. doi:10.1155/2014/935267.
http://dx.doi.org/10.1155/2014/935267.
Published Version doi:10.1155/2014/935267
Accessed February 17, 2015 6:48:47 AM EST
Citable Link http://nrs.harvard.edu/urn-3:HUL.InstRepos:13454831
Terms of Use This article was downloaded from Harvard University's DASH
repository, and is made available under the terms and conditions
applicable to Other Posted Material, as set forth at
http://nrs.harvard.edu/urn-3:HUL.InstRepos:dash.current.terms-
of-use#LAACase Report
Surgical Management of Massive Labial Edema in
a Gravid Preeclamptic Diabetic
Jennifer S. Lindsey
1 and James E. DeVente
2
1 Division of Reproductive Endocrinology and Infertility, Department of Obstetrics, Gynecology and Reproductive Medicine,
Brigham and Women’s Hospital and Harvard Medical School, Boston, MA 02115, USA
2Department of Obstetrics and Gynecology, Brody School of Medicine, East Carolina University, 600 Moye Boulevard,
Greenville, NC 27834, USA
Correspondence should be addressed to James E. DeVente; deventeja@ecu.edu
Received 18 June 2014; Accepted 25 September 2014; Published 12 October 2014
Academic Editor: Vorapong Phupong
Copyright © 2014 J. S. Lindsey and J. E. DeVente. This is an open access article distributed under the Creative Commons
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is
properly cited.
Background. Massive labial edema is a rare complication during pregnancy that can jeopardize vaginal delivery, as well as leading
to maternal and fetal morbidity. It can be related to systemic pathologies, but has been commonly associated with preeclampsia
and diabetes. This increased and sometimes longstanding pressure may result in a “labial compartment syndrome” leading to
microvascular damage and tissue necrosis if not resolved in a timely fashion. Case. Massive labial edema was treated first
conservatively and then surgically in a gravid diabetic patient with severe preeclampsia. Immediately after Cesarean section, the
labialcompartmentsyndromewasrelievedsurgicallyandresolvedrapidly.Conclusion.Whenconservativeattemptsatmanagement
of labial edema fail, or rapid resolution is critical to maternal and fetal outcome, surgical alternatives should be considered.
1. Introduction
Massive labial edema is an unusual complication of preg-
nancy that may occur due to an underlying systemic pathol-
ogybuthasalsobeen associatedwithpreeclampsia.Ithasthe
potential to interfere with vaginal delivery and compromise
t i s s u ei n t e g r i t ya n dh a sb e e na s s o c i a t e dw i t hm a t e r n a lm o r -
tality postpartum [1, 2]. We present a surgical alternative to
conservativemanagementofmassivelabialedemainagravid,
preeclamptic patient.
2. Case Presentation
A 21-year-old woman, gravida 2, para 1, at 32-week, gestation
was transferred to our facility after initiating uterine con-
tractions one week prior and was evaluated for uterine con-
tractions, elevated blood sugars, and massive labial edema.
Her cervical dilatation was unchanging at 1cm and her
blood sugars were labile during admission. Her history was
remarkable for a recent urinary tract infection, genital warts,
preeclampsia during first pregnancy, and Class C diabetes
poorlymanagedwithmultipleepisodesofdiabeticketoacido-
sis over the previous decade. Due to the impressive degree of
the labial minora edema, which was approximately 6cm ×
10cm, shiny, and translucent, the patient was evaluated for
infection,autoimmuneandconnectivetissuedisorders, abdom-
inal mass, preeclampsia, nutritional deficiencies, vascular
abnormalities, and pregnancy-related causation. She was
treatedwithtightglucosemanagementviaEndoTool,diphen-
hydramine, ice packs, and morphine.
Overnight on hospital day two, the edema worsened and
extended to the labia majora as well as legs, arms, abdomen,
and face. The patient developed tachypnea and mild respi-
ratory distress congruent with pulmonary edema, although
oxygen saturation was 98–100%. She was hypertensive with
a blood pressure of 164/94mmHg. Total serum protein and
albumin were low, at 4.9g/dL and 2.8g/dL, respectively. At
this point, seizure prophylaxis with magnesium sulfate was
initiated due to concern about preeclampsia. Conservative
monitoring was continued as pulmonary edema improved.
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Latethatevening,pulmonaryedemaworsenedandthepatient
experienced increased difficulty in breathing, as well as a
marked increase in labial pain and edema.
Baseduponclinicalevidenceofpulmonaryedema,severe
range blood pressures, and 24-hour urine protein of 760mg,
the patient was determined to have preeclampsia with severe
features. The patient’s laboratory findings were negative for
HELLP syndrome. Induction of labor was impossible due to
massive labial edema. The patient was consented for primary
low transverse Cesarean section. Cesarean delivery was une-
ventful, and after skin closure, attention was turned to the
massive labial edema (Figure 1). Two, 1.5cm linear incisions
wereplacedonthemedialaspectsofthelabialminora.Copi-
ousamountsofcleartransudateimmediatelyflowedfromthe
incisions, and expression released further fluid. The incisions
were left open to allow additional drainage.
Over the subsequent 10 hours, the patient continued to
have difficulty oxygenating (oxygen saturations between 87
and 97%) secondary to her pulmonary edema. An echocar-
diogramwasperformedintheimmediatepostpartumperiod
that demonstrated a structurally normal heart with normal
biventricular size and systolic function. She had worsening
of her edema in both lower extremities; however her labial
edema improved markedly. Nine hours later, the massive
labial edema was much improved and the patient could
again sit upright comfortably with no vaginal complaints. By
postpartum day 5, the labial edema was completely resolved.
3. Discussion
While edema is common in gravid women, present in 8 of
10 patients, it is typically found in the lower extremities, face,
or hands. Massive edema confined to the labia has only been
reportedinahandfulofantepartumcases.Itmaypresentuni-
laterally or bilaterally, as in the case presented. Our patient’s
condition seemed to be a sequela of her preeclampsia and
diabetes. Other known causes include infectious, neoplastic,
or inflammatory disorders, as well as trauma or tocolysis [3–
7].
Historically, reports on massive labial edema suggest that
it may be used as a diagnostic tool to indicate the sever-
ity of the patient’s preeclampsia [6, 8]. During pregnancy,
the significant increase in blood volume, blood pressure,
and vascular permeability, coupled with compression of the
inferior vena cava by the growing uterus, can cause edema.
While the exact pathophysiology of preeclampsia remains
poorly understood, the disease is characterized by both sys-
temic and localized vascular endothelial dysfunction. This is
demonstrated focally in the pulmonary edema, cerebral ede-
ma, and hepatic capsule rupture and failure, all of which are
significant risks of preeclampsia [9]. Additionally, decreased
r e n a lf u n c t i o ni sa l s oi m p l i c a t e di nt h a ti ta ff e c t ss e r u m
protein concentrations and salt retention [10]. Other rel-
evant mechanisms include venous congestion, narrowing
of venules, which increases pressure in capillary beds [11],
and a defective venoarteriolar reflex [12]. Together, many of
these mechanisms may result in both systemic and localized
edema, as vasculature leaks fluid into the interstitial spaces.
Figure 1: Massive edema of the labia minora prior to incisions and
drainage.
Forsupineorseatedpatients,thiscanberestrictedtothelabia
as it is the lowest point in the body. Severe labial edema has
been suggested to signal severe progression of preeclampsia
[6].Preeclampsia,whichcomplicates3–9%ofallpregnancies
indevelopedcountries[13],islife-threateningtobothmother
and infant and is a leading cause of both maternal and
neonatal morbidity and mortality worldwide.
Conservative management of labial edema is the most
commonly reported form of treatment and concludes with
spontaneous resolution postpartum [6, 14, 15]. Efforts to alle-
viate the symptoms also include Trendelenburg positioning
[3, 16, 17], placement of ice packs [18], correction of nutrient
deficiencies [19], and water immersion therapy [5]. However,
this methodology requires continued surveillance and often
results in prolonged discomfort for the patient. Conservative
management is not appropriate in situations where maternal
orfetalhealthisatrisk,asisthecasewithseverepreeclamptic
patients. Furthermore, these types of management do not
adequately prevent tissue deterioration and necrosis due to
compartment syndrome, if the edema is ongoing.
Few physicians have reported employing surgical man-
agementofmassivelabialedema[7,17].Aswasdemonstrated
in our patient, a small incision to the affected area can relieve
fluid and pressure, facilitating blood flow to the edematous
region. This can result in a comparatively rapid resolution of
the condition. In our patient, sitz baths and ice packs did not
improve the edema. We recommend that when conservative
management fails or rapid resolution of labial edema is criti-
cal to avoiding poor maternal outcome, surgical alternatives
should be considered. After delivery, we chose to proceed in
this manner, placing incisions and expressing the edematous
fluid, because the skin overlaying the labia showed signs of
necrosis and deterioration. Prolonged edema might result
in lasting tissue and microvasculature damage. Additionally,
rapid resolution was desired to alleviate the prolonged and
severe discomfort of the patient.
With the incidence of preeclampsia increasing in the
Unites States, specifically a 25% rise in the last 20 years [20],
the incidence of massive labial edema will likely parallel this
rise. In situations where conservative management proves to
be ineffective, or where there is a suspicion of “labial com-
partmentsyndrome,”immediatesurgicalmanagementshows
rapid resolution of this condition and a favorable delivery
outcome.Case Reports in Obstetrics and Gynecology 3
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